The objective was to analyze the situation in Switzerland regarding the prevalence of overweight or obesity in children, adolescents and adults. The data were compared with France, an adjacent much larger country. The results showed that there is a definitive lack of objective information in Switzerland on the prevalence of obesity at different ages. As in other European studies, the fact that many national surveys are classically based on subject interviews (self-reported weights and heights rather than measured values) implies that the overweight/obesity prevalence is largely underestimated in adulthood. For example, in a recent Swiss epidemiological study, the prevalence of obesity (BMI greater than 30 kg/m 2 ) averaged 6 -7% in young men and women (25 -34 y), the prevalence being underestimated by a factor of two to three when body weight was self-reported rather than measured. This phenomenon has already been observed in previous European studies. It is concluded that National Surveys based on telephone interviews generally produce biased obesity prevalence results, although the direction of the changes in prevalence of obesity and its evolution with repeated surveys using strict standardized methodology may be evaluated correctly. Therefore, these surveys should be complemented by large-scale epidemiological studies (based on measured anthropomeric variables rather than declared) covering the different linguistic areas of Switzerland. An epidemiological body weight (BMI) monitoring surveillance system, using a harmonized methodology among European countries, would help to accurately assess differences in obesity prevalence across Europe without methodological bias. It will permit monitoring of the dynamic evolution of obesity prevalence as well as the development of appropriate strategies (taking into account the specificity of each country) for obesity prevention and treatment.
Introduction
From a rough classification set out by the International Obesity Task Force (IOTF), the prevalence of obesity, defined as a body mass index (BMI) greater than 30 kg/m 2 varies substantially among European countries, 1 confirming previous analyses. 2, 3 Countries such as France and Switzerland have the lowest obesity prevalence, whereas the highest prevalences have been found in Eastern European countries such as Slovenia, Croatia and Greece. The ranking aims to provide rough prevalence estimates and the scheme certainly provides a valuable source of information for media, however they were not stricto sensu comparable.
Unfortunately, in Switzerland only a limited body of information exists on the prevalence of overweight and obesity both in adulthood and childhood, so it seems that the time is ripe to make a critical assessment and analysis of the obesity situation in Helvetia.
Obesity prevalence in adulthood in Switzerland
Although the 3rd Swiss Nutrition report, published more than 10 y ago, 4 already highlighted the concern about the obesity issue in Switzerland, in the following National report 7 y later 5 no single chapter was dedicated to this condition, although it is considered today as a 'disease', taking epidemic proportions, and it is frequently associated with increased morbidity and mortality as well as economic health costs. The WHO Consultation in Geneva discussed the issue of obesity prevention and management of the global epidemic and issued a comprehensive report in 1998. 6 Later, National Obesity Consensus Committees were set up and led to publications both in France 7 and Switzerland 8 emphasizing the diagnosis, prevention and treatment of this condition. Treatment obviously requires a good diagnosis of the extent of the problem in a given region and/or country. Essentially three types of studies are available in Switzerland, providing information on the prevalence of obesity in adults: (1) national health surveys; (2) epidemiological studies either locally performed or within a European frame work (multicenter studies); and (3) so-called 'sporadic surveys' performed within the context of large scale national shows 4 or at the occasion of cantonal exhibitions. 9 The latter surveys have statistical limitations and bias. 10 Although the total number of subjects studied were reasonable, unfortunately, with one exception, 4 the weight and height were not directly measured but self-reported. For this reason, these studies will not be discussed here, although it is worth mentioning that one survey 4 attempted, 15 y ago, to assess fat-free mass and body fat distribution in the context of a show exhibition in Switzerland, using modern body composition techniques.
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Figure 1 summarizes a few recent studies (national and epidemiological local surveys) performed on the prevalence of obesity in adults assessed within the last 10 y in Switzerland. 12 -18 The chart exemplifies the diversity of results on obesity prevalence (defined as BMI greater than 30 kg/m 2 ) obtained in national health surveys and epidemiological studies in adults living in Switzerland. According to the study considered, the prevalence of obesity varied substantially since, in women, it ranged from 5 to 16%, whereas in men it varied from 4 to 16%, a 3 -4-fold difference.
Information on the linguistic and regional variations in obesity prevalence exists thanks to the multicenter WHO -MONICA studies ( ¼ monitoring of trends and determinants in cardiovascular disease) performed almost a decade ago 15 in Canton Vaud/Fribourg (French part) vs Tessin (Italian part of Switzerland). The regional differences in prevalence appear to be important (see Figure 1) . Furthermore the trend in obesity prevalence could also be assessed over a 10 y period. 26 It showed a large rise in men (from 11 to 15% prevalence) and a rather stable evolution in women (from 10 to 11% prevalence).
The WHO -MONICA surveys had a major advantage over national health surveys in that body weight and height were effectively measured rather than obtained by (telephone) interview, although the sample studied could not be nationally representative and was limited to adults aged from 35 to 64 y.
What are the most recent published studies in Switzerland?
First, the EURALIM study (Europe Alimentation) is a collaborative investigation which attempted to compare the distribution of a number of risk factors from different populations in Europe (France, Italy, Northern Ireland/UK, Spain, The Netherlands and Switzerland). Data already collected in previous or actual investigations (ie SUVIMAX, MONICA project, Bus Santé 2000, etc) were 'harmonized' so that data from a total of 18 380 women and 12 908 men aged 40 -59 was available. 18 However, the methodology used could not be fully standardized and only a fraction of the examination variables had identical methodology across all seven countries, so that a reliable comparison among countries remains open to question. Despite these limitations, the study has confirmed the notion that overweight and obesity are rather common in Europe, as previously reported, 1,2 and up to 53% of women and 50% of men had excess body weight (BMI between 25 and 30 kg/m 2 ). A trend in North-to-South European gradient in obesity prevalence was observed with highest BMIs in Spain (Catalonia, 11 -22% according to gender) and Italy (Naples, 19%) and the lowest in France (7 -8%) and the French part of Switzerland (Geneva area, 9 -11%, according to sex, see Figure 1) .
Second, the Nutri-Trend-2000 study 16 is also of interest since it constitutes another independent and recent source of data in three linguistic areas of Switzerland and concerns more than 1000 randomly selected individuals (18 -74 y) . The data were obtained by telephone interview. The German-speaking area of Switzerland constituted 50% of the sample, the French-speaking part 25% and the Italianspeaking part the remaining 25%.
Statistical adjustments were made for linguistic area, size of the agglomeration, age, gender, BMI, educational level, occupation, income, size of the household and number of children in the household. A total of 26% of the Swiss individuals presented an excess body weight. The obesity ) was found to be 6% in males and 4% in females, and overall 5% were obese (see Figure 1) . This compared favorably with the previous survey carried out 3 y previously with 28% of individuals having excess weight and 7% suffering from obesity; however, the statistical significance of this slight diminution of obesity prevalence over the last 3 y remains questionable.
According to this survey, the excess body weight was more prevalent in men (32%) than in women (19%), confirming previous results in Switzerland; 15 the BMI was more elevated in low socio-economic status groups.
What may be the reasons for this great inter-study variability of obesity prevalence in Switzerland?
Several factors may explain the discrepancies among the different studies performed: (1) methodological factorsweights and heights measured rather than obtained by interview (see further); adequate calibrations of instruments (ie scale and stadiometer) experimental conditions of measurement (minimal clothing, time of the day, menstrual cycle, body weight measurements after vs before eating/ drinking, respectively, voiding/defecation; (2) statistical considerations (sampling procedure, sample size, stratification, percentage coverage etc); (3) time frame followed -year at which the study was performed, total 'span' of survey; (4) age range of the sample studied and breadth of each age category; (5) the effect of confounding variables, such as social/professional and economic classes, ethnic background, immigration and delay after immigration; (6) behavioral factors such as nutritional habits, physical activity level and duration, prevalence of smoking, alcohol consumption, drugs effect, use of contraceptive pills, etc; (7) the criteria used for defining obesity, which is now universally accepted in adults and is based on WHO specification for BMI; 6 (8) environmental factors such as seasonal effect, nature of living conditions (eg institutionalized elderly subjects vs home living).
In order to obtain a valid comparison within and among regions/countries, it seems important to consider recent studies or studies performed over a similar time frame. Indeed, due to the upward trend generally observed in obesity prevalence over time, earlier data may tend to underestimate the actual prevalence rate of obesity, in particular for younger age groups. Demographic, socio-cultural and behavioral factors should be also taken into consideration since, for a given social class, age category and gender, these factors could explain differences in obesity among different countries.
Obesity rates generally increase with age up to 60 y or so and then start declining in the very elderly. Trend in weight gain during adulthood seems to be very variable in a given individual, and its pattern may differ between the genders. The pattern of weight gain seems to occur slightly earlier in men (primarily before 45 y) than in women (primarily after 45 y), at least in certain countries. 19 What is the obesity prevalence in an adjacent country such as France?
The results of several recent large National surveys and epidemiological studies in France 20 -25 have shown rather good consistency in prevalence rate of obesity ranging from 7 to 10% in females and males, when rounding off the first decimal. In France, the percentage of obese subjects was very similar in both genders, with only slightly higher values in women as compared with those of men. This is not the case for other European countries, for example in Hungary it is substantially higher in males than in females, whereas in Greece obesity is higher in females than in males. 1 In Switzerland there is a lack of consistency in the results, as previously mentioned ( Figure 1 ).
In France, they are some important regional variations in the prevalence of obesity, with the east of France having the highest rates and the south-west the lowest. The city of Paris had a low rate of obesity. Rural areas have generally higher prevalences of obesity than urban areas.
It is worth concentrating on a new French survey called OBEPI 2000 27 because of several interesting features. First, it is the most recent survey carried out in France, aimed at evaluating the prevalence of excess weight and obesity in year 2000; second, since an identical survey using comparable methodology was already carried out in 1997, the evolution of this prevalence could be evaluated; third, not only adults have been investigated but also children and adolescents within the same family, allowing a comparison of prevalence within a given family. Fourth, another proxy for overweight and obesity, ie the measurement of absolute waist circumference, has also been assessed, as a complementary risk factor as in previous WHO -MONICA studies, and, fifth, many confounding variables (socio-economic, occupation, etc) have been taken into account.
In order to collect the weight and height data, 20 000 families received by mail a self-administered questionnaire. It was advised that the subjects measured their weight and height using their own bathroom scales so that the body weight recorded by the subjects may be less biased than that obtained by simple declared weights without effective measurement (assuming that the scales utilized are accurate and unbiased). The overall coverage was high (71%), representing 28 752 individuals in addition to which 6491 children and adolescents from 2 to 17 y of age were available.
In this study, occupation, education level, average income and size of city were taken into account and a balanced distribution of age, gender ratio and geographical/regional differences were assured in order to make sure that the data would be fully representative of 'ordinary households' living in France.
The average BMI was found to be 24.4 kg/m 2 , which was 0.3 units higher than the previous survey carried out in 1997. This corresponded to an average increase in weight of less than 1 kg in 3 y. In the survey performed in 2000, 29.4% of the French people had an excess body weight (BMI between 25 and 30 kg/m 2 ) and 9.6% had a BMI greater Obesity in Switzerland Y Schutz and V Woringer or equal to 30 kg/m 2 (9.5% obesity in women and 9.8% obesity in men). These results are consistent with previous French surveys. 22 Compared with the previous OBEPI study carried out in 1997, this survey revealed a slight increase in the prevalence of excess body weight in both women and men averaging 3.2% and a net rise in obesity prevalence reaching 17% when expressed in relative terms. This evolution towards a greater rise in obesity was observed in women of all socioprofessional categories. The lowest prevalence was observed in Paris metropolis and the highest in small cities.
From the waist circumference measured, a crude estimate of abdominal (peripheral þ visceral) fat could be obtained. The cut-off points selected were: abdominal circumference greater than 90 cm in women and 100 cm in men, these higher values constituting a particular risk factor for diabetes and cardiovascular diseases.
The results showed that a quarter of the population was at increased risk for diabetes and cardiovascular disease, and, as expected, abdominal circumference increased with age and BMI.
Interestingly, the dynamic of changes in prevalence of obesity over the last 3 y differed according to the regions: north-eastern regions had the greatest increase in overweight and obesity, whereas the center and south-west of France showed little change or even a slight diminution in prevalence of obesity of questionable significance (less than 1%).
Are self-reported weights adequate?
Many national surveys have used self-reported weight and height (obtained by interview), whereas epidemiological studies typically use measured weight and height. Does this difference in methodology involve a systematic bias and a substantial error in BMI calculations?
A comparison between self-reported vs measured weight and height have clearly indicated in various populations 28 -35 that reported weights were generally underestimated, particularly in overweight individuals.
In contrast, reported heights were frequently overestimated, resulting in a BMI which is biased toward too low a value. The difference was in the order of 1 kg/m 2 , equivalent to 2 -3 kg body weight underestimation.
In Switzerland, Paccaud et al 36 have analyzed the levels of the prevalence of overweight and obesity based on two studies, one which used measured weight and height (Health Examination Survey, n ¼ 1318) and the other which used weight and height reported by interview (phone survey, n ¼ 820).
The surveys were based on independent random samples of the same population (Canton of Vaud, Switzerland) over the same time frame (1992 -1993). The authors found that self-reported weight was, on average, lower than measured weight by more than 2 kg in men, and more than 3 kg in women (Figure 2) . By contrast, self-reported height was, on average, greater than measured height by more than 1 cm in men and almost 2 cm in women. As a result, the interview method engendered a systematic underestimation of approximately 2 units of BMI in young age and up to 3 units in the age category 65 -74 y. In men, the degree of weight under-reporting at young age (25 -34 y) was very modest and not significant, but the difference increased with increasing age since it reached a difference of about 2 units of BMI at 65 -74 y (Figure 2 ). More importantly, when the prevalence rates of obesity (BMI > 30 kg/m 2 ) were compared among the two surveys, it was twice as low with declared weights and heights, yielding an 100% underestimation in obesity prevalence, as compared to measured values.
The conclusion is that, although surveys based on telephone interview are more convenient, favorable from a budget point of view and relatively fast to perform, compared with classical epidemiological surveys, the systematic bias observed in the results challenge the validity of obesity prevalence studies based on interview and precludes any valid comparison with surveys based on measured body weights and heights.
The tendency to underestimate body weight and overestimate height may not be the same in each study reported. As a result, it seems impossible to simply apply a constant correction factor in all studies in order to obtain a valid prevalence of overweight and obesity. Indeed the degree of bias in declared parameters may depend upon gender, BMI, ethnicity, social and cultural factors and other population characteristics.
Obesity in children and adolescents from Switzerland
Excess body weight and obesity in childhood, adolescence and adulthood is becoming one of the major public health problems in several parts of the world. There is a general upward trend in the prevalence of excess body weight and obesity in children and adolescents in many industrialized countries. 37 In Switzerland a limited number of studies are available on the pediatric prevalence of obesity. 38 -42 These studies have similar potential limitations to those in adults, even perhaps with more strength due to the dynamic growth and development process of children, which involves a rapid change in BMI and body composition.
Rolland-Cachera et al 43 made a compilation of several European studies on the prevalence of obesity in childhood and teenagers and changes over the years. The review has shown a consistent increase in prevalence of obesity in childhood in Germany, France, USA and Switzerland with a rate ranging from 2 to 3% increase in absolute terms per year depending upon the country considered, although the prevalence rate in the USA started at a much higher initial level.
The Lausanne study
Recently we have been able to gather, with a very limited budget, a large number of data in childhood and adolescence, 44 within the framework of the school health system in Lausanne (French part of Switzerland), taking advantage of the well-established health surveillance system of the public schools, which imposes a yearly measurement of body weight, height, blood pressure and visual function in each child and adolescent ranging from 5 to 16 y of age.
The weights and heights of a cohort of children and adolescents born in 1980, representing as much as 95% of all the pupils at school in Lausanne, have been assessed and followed longitudinally. 44 A total of 7499 measurements were made in 1203 children and adolescents (approximately half male and half female), between 5 and 16 y of age. Trained professional school nurses repeatedly measured each individual almost each year. The Lausanne survey was compared with another survey performed in children born 25 y earlier in the city of Zurich (German part of Switzerland). An outline of the characteristics of the two surveys is presented in Table 1 .
The Zurich study consisted of a random sampling of the births taking place in Swiss residents of Zurich and the suburb between 1954 and 1956, whereas the Lausanne study had a very high degree of coverage, compared with other epidemiological studies of Switzerland, since it represented more than 95% of all children born in 1980. We compared the percentile distribution of BMI with those of the first Swiss study in Zurich. Since we did not have access to raw data, we decided to compare the percentile distribution of both studies.
The study showed that the difference in BMI percentiles of the 'old' survey (Zurich) vs the 'new' survey (Lausanne) was non-existent for lean children at the 3rd percentile level. However, comparing the median (50th percentile) of both studies, the difference progressively increased with age up to a difference of þ 2 units of BMI in the Lausanne cohort. For the children defined as obese (percentiles 97th), the difference in BMI percentiles increased regularly from 5 up to 11 y of age and transiently stabilized to reach a difference of more than þ 4 units of BMI in girls and boys in the Lausanne cohort. The difference stabilized in girls but continued to increase further in boys to approximately þ 7 units of BMI at 15 y of age. This study demonstrated that important changes have occurred during a quarter of a century especially in boys. What are the shortcomings of such a comparison performed two and half decades apart? First, it should be pointed out that the Lausanne cohort was heterogeneous (as the general population) and composed of different nationalities and immigrants, with some children born from mixed marriages, so that it was not a homogenous Swiss population living in stable conditions, as is the case in the Zurich sample.
In addition to differences in ethnicity, cultural and socioeconomic factors constitute also a source of difference between the two studies. However, due to the high number of children measured and the very high coverage, as compared with previous studies carried out in Switzerland, 41 we believe that a comparison of these two studies remains possible, although strict validity is not assured. Third, the differences observed between the two studies may also be explained by the advanced maturation and development of children today compared with 25 y ago (secular effect).
In order to obviate these limitations a longitudinal analysis was made, by comparing the large cohort of children 10 y apart, ie those born in 1965 vs 1975. 45 The results are graphically depicted in Figure 3 .
This longitudinal study confirms the trend observed in the two cross-sectional studies described above, ie a clear rise in obesity prevalence in children and teenagers in Switzerland, in particular in boys, where the prevalence has doubled in 10 y.
It is worth noting that, since other cantons of Switzerland possess a similar school health system, within the health monitoring programs of the school, it would be of great interest, as a first stage, to collect these data and analyze them in order to provide, with little extra financial cost, further information on the prevalence of excess weight and obesity in Switzerland.
In the Lausanne cohort, the prevalence of excess body weight and obesity could be estimated using the new BMI cut-off points set out by Cole et al. 46 The percentage of children and adolescents who were overweight was almost constant for the girls, with a value of 14%, but it increased in boys from 5 to 12 y of age vs 12 to 16 y of age from 13 to 18%. It is important to note that the percentage of overweight from 15 y onwards was widely different between boys and girls, with higher values in boys. The percentage of obese in the cohort was less than 3% in the girls and approximately 2% in boys.
How do these results compare with other recent Swiss studies?
Although a number of studies reporting the prevalence of overweight and obesity in children have been reported previously in Switzerland, 38 -41 we will concentrate our analysis on the most recent study published in Swiss children.
In the study of Zimmermann et al, 42 the prevalence of childhood obesity was reported in 650 Swiss children aged 6 -12 y. The prevalence was judged as high since it ranged from 9.7 to 16.1%; at least this was considerably higher than any previous studies published to date in Switzerland and considerably higher than the rate observed in the Lausanne pediatric study discussed above. However, it should be noted that the evaluation of the prevalence of obesity was only a side element since the major objective of the study was apparently to assess iodine status in children (Swiss National Iodine Status Survey). In addition, the sample size was relatively limited to claim full coverage of Switzerland, considering the different linguistic areas.
The BMI cut-off points for obesity were based on several reference values, since, at the time of data analysis, no clear definition of overweight and obesity in children was internationally accepted and no international consensus was available. As a result, the prevalence of obesity reported largely depended upon which reference population was used.
Only recently, Cole et al 46 established a standard definition for child overweight and obesity in 1999, based on several international surveys comprising six large nationally representative cross-sectional growth studies. The resulting curves were averaged to provide age specific cut-off points from 2 to 18 y of age for both genders. This new approach provides internationally comparable reference values of Figure 3 Change in the prevalence of obesity assessed longitudinally over a 10 y period in school children and adolescents (8 and 16 y of age) living in Lausanne. Only data at 10 and 15 y of age are presented (data from Woringer and Schutz 45 ).
Obesity in Switzerland Y Schutz and V Woringer overweight and obesity in children which are less arbitrary and more internationally based than previous approaches. The advantage of the new approach is that the percentile curves, which were generated in childhood and adolescence during growth, passed smoothly through the widely used cut-off points of 25 and 30 kg/m 2 used for the definition of overweight and obesity in adulthood. This permits smoothing of the evolution of cut-off points and avoids disruption in the passage from adolescence to adulthood.
Very recent French prevalence data are available in children and adolescents thanks to the OBEPI 2000 study, already described in adults. 27 In the pediatric group, it was found that the excess body weight averaged 10.9% and obesity 2.4%, giving a total of 13.3% of children with an excess weight and obesity combined. In the school children category, the prevalence of overweight and obesity was the highest (18 -20% at 7 y). It should be noted that the results of this French pediatric survey fully corroborate those obtained in Lausanne, although numerous differences existed in terms of experimental design, sample size and other factors. In the French study, the presence of an obese adult in the family multiplied the risk of being obese by a factor of 4. In addition, less than half of the children who had excess body weight in the first part of the development had a high probability of remaining obese. The obesity condition in children was well correlated with that of their parents.
What is the risk of obese children remaining obese in adulthood based on other studies?
According to Power et al's hypothesis, 47 the greater the duration of obesity in children, the greater the risk of maintaining their obesity during adulthood. For example if obesity occurred between 1 and 5 y of age, a quarter of the children would subsequently remain obese in adulthood (19 -26 y) . In contrast, if the obesity was present between 13 and 14 y of age, two-thirds of these individuals would theoretically remain obese during adulthood.
Hulens et al 48 have shown that overweight teenagers (from 13 to 18 y) have as much as 5 -7 times higher risk of becoming an overweight adult at 40 y of age. This means that most of the overweight children will have a high probability of becoming overweight adults, particularly if obesity persists at an older age.
The perspective of diminishing adult obesity in the future may be compromised by the rise of obesity in children, which generally tracks into adult obesity.
Possible projections of obesity prevalence in Switzerland?
In Switzerland, projection of obesity prevalence is uncertain since the overall baseline data can be judged as inadequate. It should be noted that, without an appropriate model comprising all the pertinent variables involved, as well as their interaction, it seems difficult to make any safe projection of change in prevalence of obesity in adulthood in Switzerland. In addition, the net gain in body weight generally observed in adulthood as age increases (which explains the increase in obesity prevalence during aging) is not very well known nationally in Switzerland and also depends upon a large number of exogenous factors which are not static. 19 Theoretically, it is expected that, if the rate of obesity continues to explode during childhood and adolescence (as mentioned previously) and if a large fraction of adolescents have a high probability of remaining obese as adults, there is little hope that adulthood obesity would substantially decrease in the near future. Stabilization may be the first target.
In order to compare the prevalence of overweight and obesity and related risk factors among European countries, standardized national health surveys are needed with a harmonization of procedure and methodology to assure strict comparability among European (and regional) studies.
These surveys should ideally be based on measured weights and heights rather than declared values in order to avoid a bias in the prevalence rates.
It seems difficult to understand (except for strict financial reasons and convenience) why measurements so simple as height and weight (obtained with such simple instruments) could not be used in Swiss national surveys. It is conceivable to think that in the near future the development of small and low-cost but accurate sensors for monitoring (inconspicuously) total body mass over time could easily equip a large number of test households randomly distributed in various regions of Switzerland. By means of the world wide web, the anonymous data could easily be centralized and regularly evaluated as an objective population surveillance tool.
The development of an International BMI Surveillance System seems to be warranted in order to monitor the dynamic of change in overweight/obesity (and underweight) prevalence in Europe and other parts of the world. Incidentally, non-profit organizations such as IOTF/WHO may play a central role in establishing guidelines and assuring full coordination and harmonization of the project among European countries and other continent.
An epidemiological surveillance system would be the cornerstone of a large, long-term preventive action to attempt first to stop the increased progression of obesity in children, adolescents and adults, and, secondly, to reduce it progressively. Efficient preventive measures should aim at starting management obesity as early as possible.
Future studies may not only concentrate on BMI evaluation but could also focus on the assessment of body composition (excess body fat mass and body fat distribution). A recent study performed in Geneva and Lausanne involving more than 3000 people suggests that it is possible to organize large surveys in which body composition is assessed. 49 Finally new indices of excess body fat mass expressed in relative term may be considered, 50 such as the fat mass index (defined as the amount of body fat divided by height squared), which still requires further validation to show its Obesity in Switzerland Y Schutz and V Woringer
